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Social Prescribing Pilot Project – Mullaghbawn GP Surgery
Evaluation report

Having GP practices managed directly by the Southern Health and Social Care Trust offers significant advantages for integration, coordination, and quality of care. This structure enables closer alignment between primary, community, and secondary care, allowing for smoother referral pathways and more consistent patient support. It encourages joint planning, shared governance, and access to Trust resources such as multidisciplinary teams, specialist input, and community-based services.
The Rural Health Partnership, a well-established community organisation with a long history of collaboration with the Southern Health and Social Care Trust, played a central role in delivering this social prescribing project. The Rural Health Partnership is a healthy living centre and member of the Healthy living Alliance NI. There are 29 Healthy Living Centres in NI.  Their credibility, local knowledge, and trusted relationships—built through years of joint working—were key to the project’s success and to securing the confidence of both GP staff and patients. 
The project aimed to connect patients with non-clinical sources of support in their community, helping to address issues such as isolation, low-level mental health needs, and wider social factors affecting wellbeing.  We also gathered feedback from both patients and staff to assess the effectiveness, impact and areas for improvement for the Social Prescribing Pilot Project in Mullaghbawn GP Surgery.   The feedback gathered will help influence commissioners, identify areas for growth and development within the primary care setting.  Results of the patient questionnaire will be attached separately. 


Feedback and Improvements
What challenges have you encountered with the social prescribing process in the practice?

The referrals have come mainly through the staff in the practice and it would be good to see more referrals from GP directly.
What improvements would you suggest for better implementation of social prescribing in the practice?

· The success of the pilot was that the practice staff were very supportive of this project and got involved from the outset which resulted in the large number of referrals coming through.
· All staff will continue to promote the service so more patients are aware of what Social Prescribing is all about and what support services are available.
· We could do one off information/awareness days in the surgery
· It would be beneficial to continue with this pilot now that we have sown the seeds and can see the benefits for patients and staff and hope to continue the service - twice a month in the surgery which would likely make it more manageable for the staff in terms of having sufficient referrals for the Social Prescribing link worker.
· The success of this pilot project demonstrated that this is a good model of social prescribing working alongside the medical model and could be replicated across other practices.  


[bookmark: _Hlk178148589]Data Collection and Outcome Measurement
Total of 64 patients were referred to Social Prescribing over the 8 week pilot project.  (13 Male and 51 female).  The Social Prescribing link worker was in practice every Thursday. 
Patients were offered a menu of options of services and support within their community.

	Referrals registered to join in the following:

	Referral to Family Support Hub
	2

	Referral to Home Start and Sure Start
	1

	Advice NI 
	5

	Local weekly walking groups
	18

	Menopause Programme
	17

	Social Supermarket
	7

	Strength & Balance Class
	5

	Carers Support
	3

	Gardening Programme
	6

	Move to Wellness (Tai Chi)
	2

	Soul sisters 
	3

	Mindful Mondays (Zoom)
	8

	Counselling  (PIPS Hope and Support)
	2

	Joined WhatsApp group
	33

	Follow up calls
	72

	Texts
	123



When referrals were received; for each referral the Social Prescribing link worker spent on average of 2 hours of 1-1 interventions per patient before they would have engaged with the above activities.  The Social Prescribing link worker would have then conducted follow up consultations with each of the referral and this was done through 1-1 or phone calls, texts.  

Above is the structured programmes and activities that the Rural Health Partnership provided, however Social Prescribing link worker spent time in engaging referrals with other support organisation and groups such as NMDDC, Southern Regional College, Clanrye programmes, U3A and Advice NI which all provide a range of programmes and activities that met the needs of the patients. (this can also be quantified)


· Reduction in GP visits or clinical interventions for social needs.
· The practice will look into this
· Improved health indicators (e.g., mental health, reduced isolation).
· From patient feedback 
· More motivated to walk
· SSM has been a great support 
· I feel better about myself and my menopause – I appreciate the time you have taken to help me.

From short pilot project – 10 people have reported to Social Prescribing link worker that their symptoms of mental health has improved 


Qualitative Data:
Patient narratives or testimonials on how social prescribing impacted their lives.

This pilot project gave an excellent insight into the busy daily operation of the GP practice and what goes on behind the scenes that the public are not aware of.   (Social Prescribing link worker insight).


A woman who worked in the health service for many years and who provided care to many. She is now retired and living on her retirement pension and is slightly over the threshold to receive any other benefits. She is looking after her partner who has physical health problems and who is currently unfit to work.  Because of her change in circumstances and less income coming into the house they are finding it very difficult to cope and make ends meet which is causing her high levels of worry and anxiety.  She was referred to me and said she finds it difficult to ask for help as she was always the care giver in her previous job.  I carried out an intervention with her when she explained her situation. I was able to get Advice NI to carry out a benefit check; to see of she was entitled to carers allowance or other non means tested benefits. 

She is awaiting information back on this and hopefully will get some other form of benefits. I enrolled her onto the social supermarket scheme and is receiving support through this scheme which supports families in need through a crisis.  She is now able to a shop each week at very low costs to her for the next 12 weeks and hopefully by then she will have her benefits sorted. The RHP has a small voucher scheme, and we have offered her some assistant with fuel.  To help her manage her levels of anxiety The Social Prescriber Link Worker has referred onto relaxation and mediation classes, Move to Wellness and Mindful Mondays.

Patient Narratives

· Didn’t know this service was available to me
· Its brilliant to know all the things that are available to me in my community 
· I feel much better about myself now – I’m making more of an effort with my personal care and feel happier.
· Talking to the Social Prescriber Link Worker has lifted a weight off me.
· I’ve never talked so much as I did with the Social Prescriber Link Worker and it has helped me a lot.
· Its good to know I can get some help
· I am so glad to have joined the walking group and it is helping me to get back to my old self.

Case studies demonstrating positive outcomes.

See below
************
	Case Study 1
35 year old single mother of two was referred to Social Prescriber Service.  She has a son with autism who can be very violent towards her and her other young child.  She has no family support.  She came seeking help for herself and her children.  She explained how difficult life was for her and she did not know where to turn to.  I referred her to the Family Support Hub and followed up with a phone call to ensure her referral would be seen asap.  I explained her situation to the Hub and they called her the next day to arrange a home visit.  Since then, she has now got a referral for a social worker, referred to home start for extra help and joined the local sure start.  She said life was not getting any better and she knew she had to make some changes and is delighted with all the help she has received to date.  She was not aware of these services – Home Start and Family Support hub.  Social Prescriber Link Worker continues to keep in touch with her and hopefully she will be able to attend some programmes for herself soon.


	Case Study 2
64 year old man referred to service.  He lives in pain and has weight problems.  He has low mood and suffers from long covid.
He agreed to join S&B programme and also join our walking group.  He attended the walking group but was unable to keep up with the group.  Subsequently we have met and walked on a flat tarmac surface which is more manageable for him.  He is increasing his daily steps and walks with his daughter also.  He meets me for a walk every week and I encourage him to keep exercising and watching his diet which will all have a positive impact on his health.  He tried S&B but was unable to continue as his pain was too great.   


	Case Study 3
56 year old woman was referred with menopausal symptoms.  She met with me outside of surgery hours as she was working and could only do a telephone consultation to start with.  We discussed her symptoms and then attended a Menopause programme in the evening time.  She got the opportunity to ask questions appropriate to her needs to the Dr that was part of the session and hope this will help ease her symptoms.  She has joined the Whatsapp group so she can see what else is available and hopes to attend our next menopause programme we run in the evening time to gain more information to support her journey through menopause.


	Case Study 4
51 year old woman was referred to service with low mood. She was a carer for her dad and due to his deterioration in health she is unable to care for him anymore and this has had a huge impact on her mental health.  She lost her mother recently and also her brother years ago and felt she never grieved for either of them as she was too busy as a carer.  I referred her to PIPS for counselling as she was feeling very lost and lonely.  I followed up her counselling referral with a call to PIPS to explain her situation and she had had her initial assessment with them and now seeing a counsellor.  


	Case Study 5
59 year old woman referred to the service for support with low mood.  She has been very ill after covid and slowing getting back to normal life.  Her mother has dementia and there are a lot of family disputes, so her extended family are not very supportive of her.  She used to enjoy dancing but was unable to do this since covid.  She joined our weekly walking group and enjoyed the exercise along with the social aspect of it.  Then she decided to get back to her dancing and this was a huge step for her but a positive one.  She joined the Whatsapp group so she can see what is going on locally and has enrolled with relaxation and mediation class.  She said she like yoga so I have sent her information on a range of yoga classes locally.  She was very interested in our Mindful Mondays class so I have sent her details on this also.  She continues to attend weekly walking groups and was delighted to be referred to the service.




Follow-up, Reporting and Upscaling
· Patient Follow-up: follow-ups with patients to assess long-term outcomes – how will we do this – will need resources to do? In practice or with RHP?

The sharing of information on the outcomes of patients would be beneficial for both parties.  If resources are available this is something that the RHP could conduct the follow up and take the pressure off the practice staff and then we could hold regular feedback and monitoring meetings between us.
This project demonstrated how embedding a trusted community partner within a GP practice can bridge the gap between health and social care. The model fostered collaboration, improved access to support, and delivered tangible benefits for patients and staff alike. As MDT staff become more established within practices, this approach provides a strong foundation for neighbourhood-based care — offering a framework for joint working, shared learning, and holistic patient support. By building on trusted relationships and community strengths, neighbourhood teams in Northern Ireland can deliver care that is integrated, preventative, and truly person centred.
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